vision or palpated. Preferably no clamp should be used and a suture on a round-bodied Mayo type needle can be passed with a safe distance between the vascular structure in the ligament and the readily seen or palpated ureter. The structure is then divided in usual fashion. (b) Should there be anatomical distortion in this area, e.g. tubo-ovarian mass, previous pelvic inflammatory disease, endometriosis &c., and the ureter cannot be seen (it is surprising even in these circumstances how frequently it can be seen if sought) it can still usually be palpated. This is dependent on the degree of pathology present. The anatomy should be restored to as near normality as possible. If the surgeon is unhappy about this and he cannot see or feel the ureter, he should divide the round ligament between two clamps gaining access to the potential space between the anterior and posterior leaves of the broad ligament and developing this space by gentle sharp and blunt finger dissection. This is a relatively avascular process and the ureter can either be seen or easily palpated between finger and thumb on the posterior leaf of the broad ligament even if there is considerable thickening of the latter structure. Once this has been achieved, dissection and mobilization of diseased structures with application of clamps or sutures can confidently proceed.
(2) Avoidance of injury at level of uterine vascular clamps and lower portion of ureter and bladder: (a) Whether tubes and ovaries are removed or retained, the principle of developing the potential space in the relatively avascular broad ligament permitting direct visualization or, at least, palpation of the ureter prior to dissection of the bladder off the anterior surface of the supravaginal cervix permits uterine vascular clamps to be placed with complete confidence even at the right angle to the uterus. The uterine vessel clamps should be snugly applied to the uterus 1-3 cm above the external os, the jaws of the clamps slightly overlapping the uterus anteriorly and posteriorly. When divided the clamps can be rotated gently in a downward and outward direction to below the level of the external os of the cervix. Any bleeding from the cervical branch of the uterine artery may easily be controlled by application of a curved clamp in the secure knowledge that the ureters are lateral to the uterine vessel clamps. (b) When the surgeon is faced with a narrow pelvis, an obese patient and particularly a long cervix, division of the pubocervical fascia (also forming the roof of the ureteric canal) and mobilization downwards towards the bladder to below external os level adds further protection to the bladder and lower ureter. Having achieved this, a single clamp can be applied with confidence on either side across the lower part of the transverse cervical and uterosacral ligaments including the vaginal angles, as the ureters are now lateral and below the level of application. His one assertion that 'the exact diagnosis is mainly of interest to those concerned in the final treatment' is not only bad adviceif it is intended to be advice -but it is actually dangerous. The most important single factor in the management of the conditions under discussion is that such cases are not missed at the first point of referral, that is by the ophthalmologist, neurologist, or neurosurgeon.
The second point made by Mr Schurr, which implies, even though it is not quite stated, that confrontation examination with a pin is a sufficient visual field examination, could not be more misleading. The fact that it is 'even employed by
